INTRODUCTION
H ealthcare delivery systems traditionally have focused on the biomedical treatment of disease and paid relatively little attention to social and behavioral factors that influence disease processes.
1 Given that social, environmental, and health-related behaviors account for at least half of premature deaths, 2-4 health systems and providers financially responsible for maintaining the health of populations, as a result of fixed payment reimbursement, are now devoting more attention to addressing these more root causes of health. Translating this growing interest into clinical practice will require new tools that improve the integration of social and behavioral care and medical care delivery. These tools will need to include standardized, evidence-based assessments of social and behavioral determinants of health (SBDs).
In 2013, the National Academy of Medicine (NAM), formerly known as the Institute of Medicine, convened an expert panel to identify a set of validated self-report measures to capture the most important SBDs of morbidity and mortality. 5 The questions, which could be integrated with a healthcare system's electronic health record, were selected by consensus from committee members representing healthcare services, informatics, and social and behavioral sciences. The final set of items was selected based on six criteria, including clinical significance and strength of the empirical evidence linking a given measure to health. The items spanned 12 domains, including race and ethnicity, education, financial resource strain, stress, depression, physical activity, tobacco use, alcohol use, social connection or isolation, intimate partner violence, geocodable residential address, and Census tract median income.
The NAM committee's report provided an important foundation for social and behavioral needs screening to support better clinical care and enable new discoveries. Each measure included in the recommended panel had previously been validated and shown to relate to health. However, the overall panel of measures needs further validation. The authors report here on the second stage of these tests. The first phase established that individuals could understand and complete the question panel in fewer than 5 minutes and with few omissions. Responses were stable over a period of 3 weeks and were not affected by question order. 6 The goal of this second phase of research is to replicate key analyses in a new, independent sample and to examine convergent and divergent validity, including tests of whether responses relate to self-reported measures of physical and mental health and whether these associations are confounded by social desirability bias. 
